ments are incompatible with consumers' priorities and restrict the access of consumers who are unable or unwilling to comply with program terms.
In addition, most consumers prefer to live in a place of their own rather than in congregate specialized housing with treatment services onsite. 8, 9 Most programs have rules that restrict clients' choices and that when violated are used as grounds for discharging the consumer from the program. For example, despite having attained permanent housing, clients who relapse and begin to drink mild or moderate amounts of alcohol, may be evicted if the program has strict rules about sobriety maintenance. The chronically homeless population is characterized by its frequent inability to gain access to existing housing programs. Individuals in this group often have multiple disabling conditions, especially psychiatric conditions and substance abuse. 10 Most programs are poorly equipped to treat people with dual diagnoses, let alone prepared to address their housing needs. 11 Treatment requires time and commitment and is often not available if a program is under pressure to move clients along a continuum. 12 The loss of control over one's life resulting from housing instability, frequent psychiatric hospitalizations, and intermittent substance abuse treatment leaves some consumers mistrustful of the mental health system and unwilling to comply with demands set by providers. 13 Others prefer the relative independence of life on the streets to a fragmented treatment system that inadequately treats multiple diagnoses or addresses housing needs. 14, 15 Paradoxically, consumers' reluctance to use traditional mental health and substance abuse services as a condition of housing only confirms providers' perceptions that these individuals are "resistant" to treatment, not willing to be helped, and certainly not ready for housing. 16 The Housing First model was developed by Pathways to Housing to meet the housing and treatment needs of this chronically homeless population. The program is based on the belief that housing is a basic right and on a theoretical foundation that includes psychiatric rehabilitation and values consumer choice. 17 Pathways is designed to address the needs of consumers from the consumer's perspective. 18 Pathways encourages consumers to define their own needs and goals and, if the consumer so wishes, immediately provides an apartment of the consumers' own without any prerequisites for psychiatric treatment or sobriety. In addition to an apartment, consumers are offered treatment, support, and other services by the program's Assertive Community Treatment (ACT) team. ACT is a well defined community based interCurrent rates of homelessness in New York City are the highest ever documented. 1 A small percentage of this population remains chronically homeless, either living on the streets or other public places or intermittently using emergency rooms, shelters, jails, and other short-term services, but never successfully ending their homelessness. 2 Members of this chronically homeless group typically have a history of mental illness, 3 compounded by substance use disorders. 4, 5, 6 Although much is known about the chronically homeless, these individuals continue to elude existing program efforts.
The predominant service delivery model designed to address the needs of this chronically homeless population, called the Continuum of Care, consists of several program components. It begins with outreach, includes treatment and transitional housing, and ends with permanent supportive housing. The purpose of outreach and transitional residential programs is to enhance clients' "housing readiness" by encouraging the sobriety and compliance with psychiatric treatment considered essential for successful transition to permanent housing. This approach assumes that individuals with severe psychiatric disabilities cannot maintain independent housing before their clinical status is stabilized. Furthermore, the model presumes that the skills a client needs for independent living can be learned in transitional congregate living. Research in psychiatric rehabilitation indicates, however, that the most effective place to teach a person the skills required for a particular environment is within that actual setting. 7 Consumers' perception of the Continuum of Care offers another divergent perspective. Consumers experience the Continuum as a series of hurdles-specifically, ones that many of them are unable or unwilling to overcome. Consumers who are homeless regard housing as an immediate need, yet access to housing is not made available unless they first complete treatment. By leveraging housing on participation and treatment, continuum program require-disciplinary team of professionals that includes social workers, nurses, psychiatrists, and vocational and substance abuse counselors who are available to assist consumers 7 days a week 24 hours a day. The Pathways program has made two modifications to the standard ACT model: a nurse practitioner was included to address the considerable number of health problems, and a housing specialist was added to coordinate the housing services. Although housing and treatment are closely linked, they are considered separate domains, and consumers in the program may accept housing and refuse clinical services altogether without consequences for their housing status. There are 2 program requirements: tenants must pay 30% of their income (usually Supplemental Security Income [SSI]) toward the rent by participating in a money management program, and tenants must meet with a staff member a minimum of twice a month. These requirements are applied flexibly to suit consumers' needs. 21 Consistent with the principles of consumer choice, Pathways uses a harm-reduction approach in its clinical services to address alcohol abuse, drug abuse, and psychiatric symptoms or crises. At its core, harm reduction is a pragmatic approach that aims to reduce the adverse consequences of drug abuse and psychiatric symptoms. 22 It recognizes that consumers can be at different stages of recovery and that effective interventions should be individually tailored to each consumer's stage. 23 Consumers are allowed to make choices-to use alcohol or not, to take medication or not-and regardless of their choices they are not treated adversely, their housing status is not threatened, and help continues to be available to them. Continuum of Care supportive housing programs subscribe to the abstinence-sobriety model based on the belief that without strict adherence to treatment and sobriety, housing stability is not possible. But studies examining the model's effectiveness report only modest results in achieving housing stability for individuals who are chronically homeless and mentally ill. 24 Alternatively, the approach used by the Pathways program assumes that if individuals with psychiatric symptoms can survive on the streets then they can manage their own apartments. The program posits that providing a person with housing first creates a foundation on which the process of recovery can begin. Having a place of one's own may-in and of itselfserve as a motivator for consumers to refrain from drug and alcohol abuse. The purpose of this study was to compare the effectiveness of the Housing First model with that of programs that used the Continuum of Care model for individuals who are chronically homeless and mentally ill.
We tested the following hypotheses: (1) the experimental (Housing First) group would report greater consumer choice over time than the control (Continuum of Care) group; (2) the experimental group would (a) exhibit lower rates of homelessness than the control group and (b) achieve and sustain greater residential stability than the control group; (3) the experimental group would exhibit rates of substance use similar to or lower than those of the control group; (4) the experimental group would participate in fewer substance-abuse treatments over time than the control group (i.e., because substance abuse treatment is not a precondition for the Housing First model, it is expected that there will be a lower rate of service utilization for the experimental group); and (5) the experimental group would exhibit rates of psychiatric symptoms similar to or lower than those of the control group.
METHODS Participants
The 225 participants were randomized into 2 groups. One hundred twenty-six participants (56%) were assigned to the control group-and entered programs that followed the Continuum of Care model-and 99 (44%) were assigned to the experimental group and to a program that used the Housing First model. The control group was intentionally oversampled, anticipating that a higher number of control group participants may remain homeless and prove more difficult to locate for follow up interviews. The sample comprised 2 subgroups: an original street sample of 157 participants who met eligibility criteria, and a second group of 68 individuals recruited from 2 state psychiatric hospitals. To meet eligibility criteria, the first group had to have spent 15 of the past 30 days on the street or in other public places (shelters were not included), exhibited a history of homelessness over the past 6 months, and had an Axis I diagnosis 25 of severe mental illness.
Diagnoses were based on previous records from service providers or, in cases in which records were unavailable, on an interview with an independent psychiatrist. Although a diagnosis or history of alcohol or substance abuse disorders was not an eligibility criterion, according to clinical records 90% of all the participants also had a diagnosis or history of alcohol or substance abuse disorders. The street sample was recruited through service agency staff referral of eligible clients who were interested in study participation. The second group met the same entry criteria for homelessness and mental illness immediately before hospitalization as did the street sample.
Because of administrative problems, 12 participants in the experimental condition were not assigned a Pathways apartment, and 7 control participants were erroneously assigned a Pathways apartment. Excluding these 19 participants reduced the number of control participants to 119 (58%) and the number of experimental participants to 87 (42%).
As can be seen in Table 1 , the final sample consisted of 162 (79%) men and 44 (21%) women whose average age was 41.3 years. More than half of the participants (n=110, 53%) were diagnosed with a psychotic disorder. Seventeen percent (n=35) had become homeless before the age of 18 years. The longest period ever homeless, on average, was 4.5 years. Fifty-one percent (n=114) of the participants were literally homeless (staying in the streets or public spaces) at the time of the baseline interview. Another 36% entered the study from psychiatric institutions but had been homeless before hospitalization. After randomization, there were no significant differences between groups for baseline demographic characteristics such as gender, age, education, race, diagnosis, or amount of time homeless.
Procedures
After completing their baseline interviews, participants were interviewed every 6 months. Interviewers were blind to participants' assignment for baseline interviews but not for followup interviews. Data for the complete 24-month period were collected between December 1997 and January 2001. During each interim period, 5-minute telephone calls were conducted primarily to maintain contact with participants and establish their whereabouts. Par- RESEARCH AND PRACTICE  ticipants were paid for all interviews. Six-month interviews were conducted in a variety of locations, including the research office, the participant's apartment/residential location, or a public place such as a cafe or restaurant. When it was not possible for interviews to be conducted face-to-face (e.g., the participant had moved out of state), interviews were conducted by telephone. For participants in psychiatric hospitals and correctional facilities, research interviewers made onsite visits. The questions asked during each interview period remained the same. The follow-up rates by time period were as follows: 88% at 6 months, 87% at 12 months, 84% at 18 months, and 78% at 24 months. These follow-up rates do not include individuals who were missing at certain time points but who were located subsequently and for whom residential data was collected at a later point. Thus, the follow-up rates reported here are based on conservative calculations.
Measures
A modified version of Consumer Choice, a 16-item, 5-point scale developed by Srebnik, Livingston, Gordon, and King, 26 was used to determine (1) how important it was for the participant to have choice at baseline and (2) how much choice the participant actually had, at subsequent time points, in their location, neighbors and housemates, visitors, and so forth. We measured residential status with a 6-month residential follow-back calendar developed by New Hampshire Dartmouth Research Center. 27 The interviewer assessed the participant's location for each day during the past 6 months on a day-by-day basis. From this information, we calculated the proportion of time spent homeless as well as the proportion of time spent in stable housing. Following the interview, the interviewer coded the participant's residential location according to several distinct residential categories. For the purpose of analyses, homelessness was considered as living on the streets, in public places, or in shelter-type accommodations. Residential stability was defined as residing in one's own apartment; or having a room or studio apartment in a supportive housing program, a group home, a boarding home, or a long-term transitional housing program; or living longterm with parents, friends, or other family members. The number of days spent in any of the locations categorized as "homeless" or "stably housed" was summed and divided by the total number of days of residency reported at the interview.
We measured alcohol and drug use with the Drug and Alcohol Follow-Back Calendar. 28, 29 Participants reported the number of drinks consumed each day, as well as the number of days that selected drugs were used during a 6-month period. We used an alcohol use variable (measuring the total number of drinks) and a drug use variable (measuring the total number of days of drug use) for each 6-month period in the analyses.
We measured substance abuse treatment service utilization with a modified shorter version of the Treatment Services Inventory. 30 In the interview, participants were asked whether they received any substance abuse treatment during the past 2 weeks. 
Data Analysis
Repeated-measures analysis of variance (ANOVA) was used to examine group differences, during the 2-year follow-up period, for hypothesis 1 (consumer choice), hypothesis 2 (housing stability assessed as 2 separate outcomes: proportion of time stably housed and proportion of time homeless), and hypothesis 3 (substance abuse assessed as 2 separate outcomes: alcohol abuse and drug abuse). In cases in which repeated-measures ANOVAs yielded significant results, t tests were conducted to compare group differences at each time point. Group differences were then plotted and graphed for the 2 groups across time.
To appropriately examine differences in substance abuse treatment services use, hypothesis 4 was tested with a subsample of participants who were not on the streets but who were in some type of service-related program: namely, experimental participants who were currently housed by the Housing First program and control participants who were housed by one of the Continuum of Care programs. Control participants were included in this analysis if they reported that they lived most recently in one of the following places at the time of the interview: shelters, supportive housing programs, drop-in centers, safe havens, detoxification facilities, crisis housing, intermediate care, boarding houses, transitional housing, group homes, alcohol/drug-free facilities, and treatment/recovery programs. Because participants' residential status changed from one time point to the next, the subsample also changed; we therefore had to conduct separate t tests for each time point. Because there were 5 time points, we used a Bonferroni adjusted α of .025 to account for Type I error.
Power Analysis
To retain 80% power to detect an effect that explains 4% of the variance in the context of an equation (with 5 covariates) that explains 25% of the variance, we needed to retain 68% of the original sample; moreover, power for repeated-measures analyses would be higher. 32 Our retention rates were substantially above this figure, so we did not anticipate any problems in the power to detect group differences.
RESULTS

Consumer Choice
Results from repeated-measures ANOVA showed that there was a significant time × group status effect, indicating that participants in the experimental condition perceived their choices to be more numerous than did participants in the control condition (F 4,11 2=8.91, P <.001 ). Additionally, the experimental group's perceptions were more stable than were those of the control group. As can be seen from Figure 1 , subsequent univariate analyses showed significant differences at 6, 12, 18, and 24 months, with the experimental group reporting significantly more choice than the control group.
Residential Stability
Repeated-measures ANOVA results showed a significant Time × Group status effect. Participants in the experimental condition had significantly faster decreases in homeless status and increases in stably-housed status relative to participants in the control condition (F 4,137 =10.1, P<.001; F 4,137 =27.7, P<.001). As can be seen from Figures 2 and 3 , subsequent univariate analyses showed significant differences at 6, 12, 18, and 24 months, with the experimental group reporting less time spent homeless and more time spent stably housed compared with the control group.
Substance Use
Repeated-measures analyses showed no significant differences in either alcohol or drug use between the 2 groups by time condition (F 4,136 =1.1, P=.35 for alcohol use; F 4,136 =.98, P=.42 for drug use).
Substance Abuse Treatment Utilization
Five t tests were conducted with an adjusted α level of .025. As can be seen from Figure 4 , these univariate analyses showed significant differences at 6, 18, and 24 months (P<.025) and at 12 months (P<.05), with the Continuum group reporting significantly higher use of substance abuse treatment programs than the Housing First group. In addition, a decrease in service use occurred among the Housing First group and an increase occurred among the Continuum group over time.
Psychiatric Symptoms
Repeated-measures analyses showed no significant differences psychiatric symptoms between the 2 groups by time condition (F 4,137 = .348, P = .85).
DISCUSSION
Our results attest to the effectiveness of using the Housing First approach in engaging, housing, and keeping housed individuals who are chronically homeless and dually diagnosed. The Housing First program sustained an approximately 80% housing retention rate, a rate that presents a profound challenge to clinical assumptions held by many Continuum of Care supportive housing providers who regard the chronically homeless as "not housing ready." More important, the residential stability achieved by the experimental group challenges long-held (but previously untested) clinical assumptions regarding the correlation between mental illness and the ability to maintain an apartment of one's own. Given that all study participants had been diagnosed with a serious mental illness, the residential stability demonstrated by residents in the Housing First program-which has one of the highest independent housing rates for any formerly homeless population-indicates that a person's psychiatric diagnosis is not related to his or her ability to obtain or to maintain independent housing. Thus, there is no empirical support for the practice of requiring individuals to participate in psychiatric treatment or attain sobriety before being housed.
Participants' ratings of perceived choiceone of the fidelity dimensions of the Housing First program-show that tenants at Pathways experience significantly higher levels of control and autonomy in the program. This experience may contribute to their success in maintaining housing and to most consumers' choice to participate in treatment offered by the ACT team after they were housed. In addition, contrary to the fears of many providers and policymakers, housing consumers without requiring sobriety as a precondition did not increase the use of alcohol or drugs among the experimental group compared with the control group. Providing housing first may motivate consumers to address their addictions to keep their housing, so that providing housing before treatment, may better initiate and sustain the recovery process.
Our findings indicate that ACT programs that combine a consumer-driven philosophy with integrated dual diagnosis treatment based on a harm-reduction approach positively affect residential stability and do not increase substance use or psychiatric symptoms. In addition, because the ACT teams were providing services directly, substance abuse treatment services use was significantly lower for Housing First residents than for Continuum of Care residents. Because treatment for substance abuse is required, along with sobriety, by the Continuum of Care model, it is not surprising that individuals in the control group show greater use of treatment services. However, despite the control group's higher use of services, their levels of alcohol or drug use were not different from those of the experimental group. This disconnect between drug treatment services use and levels of drug use suggests that the control group may be using treatment facilities as short-term housing.
One limitation of the study is that selfreports of the use of alcohol and drugs and treatment services can be susceptible to reporting bias. Several studies have shown that among people who are homeless and dually diagnosed, there is a high rate of discrepancy between self-reports and client observation for substance use and for utilization of substance abuse treatment services. 33, 34 Memory error, nondisclosure, social desirability concerns, and intentional misrepresentation can lead to reporting errors. Powerful systemic reasons for underreporting also exist. For example, participants enrolled in Continuum of Care residential programs, for which sobriety is mandatory, may be inclined to underreport the amount of drugs and alcohol consumed out of fear that such information may reach a caseworker or staff member and lead to the loss of their housing. Errors in self-reporting could be reduced if other measures (e.g., case manager's reports, laboratory drug tests) could be incorporated into a multiple-measure data report.
In conclusion, the outcomes achieved provide grounds for the rejection of the erroneous assumptions underlying the ubiquitous Continuum of Care model, the elimination of treatment requirements as a precondition for housing, and the support of initiatives adopting a Housing First approach to end homelessness and increase integration into the community for individuals with psychiatric disabilities living on our streets. 
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